Primary orbital melanoma is rare and has varied initial presentation. A 28-year-old female presented with proptosis and decreased vision in the left eye. Computed tomography scan showed an orbital mass with contrast enhancement and calcification around the optic nerve leading to a diagnosis of meningioma. The patient chose to be on observation. Loss of vision with an increase in proptosis was seen at 6 months follow-up. On surgical exploration, a well-defined pigmented mass was seen encasing the optic nerve. Histopathological analysis revealed a malignant melanoma. Metastatic workup was negative. Left eye lid sparing exenteration was done. A high index of suspicion is necessary in a rapidly growing suspected optic nerve sheath meningioma and a differential diagnosis including orbital melanoma be considered.
Primary orbital melanoma (POM) remains an enigma, with variable clinical and radiological features.
We report a case of POM, which presented with radiological evidence of calcification, leading to an erroneous diagnosis of an optic nerve sheath meningioma.
Case Report
A 28-year-old female presented with a 6 months history of painless, progressive diminution of vision in the left eye. On examination, her best-corrected visual activity was 6/6 in the right eye and hand movement perception in the left eye. There were no signs of ocular melanocytosis or oculodermal melanocytosis. The left eye examination showed axial proptosis of 2 mm, with relative afferent pupillary defect. Anterior segment examination was unremarkable, with no conjunctival or scleral pigmentation. Fundus examination showed a pallid disc edema with choroidal folds. Opto-ciliary shunt vessels were absent. No pigmented lesion was noted in the fundus. There was no restriction of extraocular movements. The right eye examination was normal. Computed tomography (CT) scan showed evidence of a hyperdense lesion with calcification and brilliant enhancement with contrast. The lesion was involving the retrobulbar, intraconal compartment and encircling the optic nerve, but not extending to the orbital apex [ Fig. 1 ]. A preliminary diagnosis of optic nerve sheath meningioma was made based on the radiological appearance. The patient was counseled as regards the management. The patient refused surgery for histopathological confirmation and was willing for regular follow-up. She presented 6 months later, with an increase in the left eye proptosis (an increase of 6 mm of proptosis), no light perception in the left eye and a left afferent pupillary defect [ Fig. 2 ]. Anterior segment examination was normal. On fundus examination, there was disc pallor. No pigmented lesion was noted on fundus examination. Restriction of extraocular movements was present in all gazes. Given the rapid progression of the lesion, that is uncharacteristic of a typical meningioma and the absence of other signs of meningioma (absent optociliary shunt vessels, no tram track sign on imaging) the preliminary diagnosis was doubted and surgical exploration was planned. A well-defined, pigmented mass encasing the optic nerve was seen intraoperatively. Histopathologically, biopsy of the mass was interpreted as malignant melanoma, showing epithelioid cells arranged in sheets with marked pigmentation. A metastatic workup including a thorough dermatological assessment, CT head, chest X-ray, abdominal ultrasound and liver function test was negative. Ultrasound examination of the right eye did not show any uveal or choroidal mass. Lid sparing exenteration was done, histopathology of which was confirmatory of an orbital melanoma with no involvement of the optic nerve head or juxtapapillary choroid, infiltrating the sclera, and the extraocular muscles. Oval to spindle shaped cells with prominent nucleoli and marked cytoplasmic pigmentation were seen arranged in fascicles and nests with interspersed mitosis [Figs. 3 and 4] . Serial sectioning did not show any involvement of the uvea or choroid. Postoperatively, the patient was doing well with a healthy socket.
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The patient was treated with local radiotherapy followed by chemotherapy (dacarbazine 300 mg with cisplatin 70 mg for six cycles). One year postchemotherapy, patient presented with a headache. CT scan showed intracranial metastasis. Patient declined any further treatment and expired after 1 month.
Discussion
Primary melanomas may rarely arise in the orbit, where melanocytes are usually absent. They are thought to represent metastasis from an unknown primary or to arise from ectopic melanocytes (nevus of ota or blue nevus). If there is no evidence of ocular melanocytosis, and no demonstrable primary melanoma elsewhere, the lesion can be classified as a presumed de novo POM. [1] The usual presentation of POM is proptosis. However, it may present as orbital varix, [2] orbital inflammatory pseudotumor, [3] eyelash poliosis, [4] meningioma, [5] or an orbital vascular anomaly. [6] Although calcification is encountered in cases of intraocular melanoma postdestructive therapeutic interventions, [7] spontaneous calcification is very rare. Only three cases of spontaneous calcification in intraocular melanoma have been reported in the literature. [8] Spontaneous calcification in an orbital melanoma is rarer still with only one case being reported in the literature by Froula et al. [9] In our case, there was no clinical or histopathological evidence of any melanocytoma, choroidal melanoma, nevus of ota or blue nevus. The CT appearance showed calcification in a mass surrounding the optic nerve, which led to the radiological diagnosis of a meningioma. With this presentation, treatment was delayed as the patient refused surgery on learning about the slow growing nature of the suspected diagnosis (optic nerve sheath meningioma).
The patient presented with a local recurrence 20 months following surgery. No distant focus of melanoma evolved during this duration, giving credence to the de novo origin of the orbital melanoma. To conclude, orbital melanoma although rare should be considered as a differential diagnosis in an orbital mass presenting with calcification. A suspected optic Indian Journal of Ophthalmology Vol. 64 No. 12 nerve sheath meningioma with a rapid growth phase should be viewed with suspicion and an alternative diagnosis may be considered.
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B l e b r e d u c t i o n u s i n g combined photodisruptive and photocoagulative neodymium-doped yttrium-aluminum-garnet laser
Harsh Kumar, Sonal Dangda
This case report aims to highlight the role of photodisruptive neodymium-doped yttrium-aluminum-garnet (Nd:YAG) (1064 nm) laser in the treatment of bleb dysesthesia, which occurs in overhanging blebs or with perilimbal spread. Although treatment of such dysesthetic blebs with laser photocoagulation has been previously described, cases where the height of bleb precludes laser penetration, desired effect might not be seen. We herein describe a technique using a combination of photocoagulative (532 nm) and photodisruptive (1064 nm) Nd:YAG laser for a high bleb migrating nasally and inferiorly along the limbus in a 64-year-old female, causing hypotony and consequent macular edema. Successful reduction could be achieved within a week of treatment. By 6 weeks, intraocular pressure improved to 8 mmHg, macular edema subsided, and visual acuity improved to 6/6. Although surgical procedures to correct bleb dysesthesia are available, laser procedures being quick outpatient modalities are more comfortable for the patients.
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Bleb dysesthesia, bleb overfiltration, bleb scarring, hypotony, photocoagulative (532 nm) neodymium-doped yttrium-aluminum-garnet laser, photodisruptive (1064 nm) neodymium-doped yttrium-aluminum-garnet laser Despite advances in trabeculectomy, it is not uncommon to encounter elevated or migrating blebs causing dysesthesia and hypotony at times. Bleb dysesthesia refers to burning, foreign body sensation, tearing, pain, or ocular discomfort in an eye with a filtering bleb. Large blebs interfere with lid closure which leads to improper tear film distribution in the area of the bleb, thus causing corneal drying, epithelial defects, dellen, and bubble formation at the bleb-cornea interface. [1] Topical lubrication is the initial treatment for bleb dysesthesia and it provides adequate relief of symptoms for most patients. Various surgical and nonsurgical laser treatment modalities have also been described for those not satisfactorily responding to conservative treatment. [1] [2] [3] [4] [5] [6] We hereby describe a technique for inferiorly spreading large blebs where photodisruptive neodymium-doped yttrium-aluminum-garnet (Nd:YAG) laser (1064 nm) was used for the first time in literature along with the already described photocoagulative frequency-doubled (532 nm) Nd:YAG laser.
Case Report
A 65-year-old female came to our clinic with the chief complaints of foreign body sensation and watering from her left eye (OS) for the past 2 months. She had undergone OS trabeculectomy, done elsewhere around 6 months back. The best-corrected visual acuity of the patient was 6/6 in right
